Objective: To describe pathways taken to care by a sample of patients in a secure forensic unit who have been found not criminally responsible or unfit to stand trial, and to investigate the pathways taken by patients within 3 ethnoracial subgroups of origin: European, African or Caribbean, and Other.
Limitations
• The sample size may limit the power to detect differences in pathways to forensic mental health care across ethnoracial groups.
• Data were collected from only one forensic mental health program. Therefore, findings cannot be generalized to the forensic population in Canada.
• The Other ethnoracial category consisted of patients from several different ethnicities but was treated as one homogenous group when comparing pathways to forensic mental health care.
F orensic mental health services offer assessment, treatment, and community reintegration of offenders with mental disorders using a continuum of care, from highly specialized inpatient units to supported community care. People come into contact with the forensic mental health system when they commit an offence or at the time of trial if there is a concern that the person was suffering from a mental illness. 1 The number of people entering forensic mental health services in many countries is rising. [2] [3] [4] [5] This, and the quality of care received, is increasingly considered important in Canada: 1 of the 8 advisory committees within the Mental Health Commission of Canada is Mental Health and the Law, and, for instance, a recent issue of The Canadian Journal of Community Psychiatry focused on forensic psychiatry. [6] [7] [8] [9] [10] There are many possible reasons for the increasing numbers of people entering the system, including imprisonment rates 11 and improved identification of patients who need psychiatric services. Forensic mental health services are, among other things, intensive, coercive, and expensive. Understanding how to prevent people from needing forensic care may begin with accurate accounts of the pathways to the services. 12 The development of services to meet the needs of Canada's diverse population is a key priority. 13 Worldwide, race and ethnicity have been found to be associated with the rate of forensic mental health service use. For instance, certain groups are overrepresented in secure psychiatric units in the United Kingdom and the United States. Rates of admission to forensic psychiatric hospitals for people of African or Caribbean origin are 5.6 times that of White males and 3 times that of White females in the United States.
14 This may reflect high rates of imprisonment, 15,16 differences in the type or amount of offending, 14, 17, 18 differences in the rates of diagnoses, such as schizophrenia, 14, 17, [19] [20] [21] [22] or less effective psychiatric care. 17, 23, 24 Differences in the prevalence of groups in forensic mental health services may also reflect differences in pathways to care. One entry point to forensic services is diversion schemes, where psychiatric assessments are performed in a clinic based in court. In the United States, Black male defendants were more likely to be referred for an inpatient evaluation than White defendants, and Hispanic patients were less likely to be referred for an inpatient assessment than White defendants. 25 Both Black and Hispanic male defendants were more likely to be referred for evaluation under strict security, compared with White male defendants (OR 1.87; 95% CI 1.609 to 2.175 and OR 1.37; 95% CI 1.153 to 1.638, respectively).
In addition to diversion schemes, a possible route to forensic mental health care is referral from prison. Bhui et al 20 and Banerjee et al 23 report that Black inmates were more likely to have a previous history of mental illness: their offending behaviour was part of their pathway into care and reflected them falling out of community care. Simpson et al 26 found that Maori prison inmates received less care before and after incarceration despite having the same level of need as non-Maori inmates.
However, admission to forensic mental health care, pathways taken to care, and any differential care received by groups will vary by country and ethnoracial group because of the impact of the legal, social, and cultural context. Despite concerns of an overrepresentation of particular ethnoracial groups in Canada's forensic mental health services, there has been no comparative research completed to date. 27 There was one study that documented differences in pathways to emergency department care for different ethnic groups in Montreal, which demonstrated that African and Caribbean groups were more likely to have the police and emergency services involved. 28 Documenting and analyzing the routes taken to care can provide details on why some services are used more than others, where any treatment delays exist, and what kind of treatments are received. 20, 29, 30 Documenting pathways to care can help planners decide where to focus attention in service development.
Our study provides a detailed description of the pathways to secure forensic hospital treatment in Toronto, Ontario. The forensic mental health system in Ontario aims to facilitate the assessment and treatment of people who have, or are thought to have, a mental illness and who have been arrested and charged with a criminal offence. Entry into the system is through a hearing in a court where the defendant is found either unfit to stand trial or NCR for their actions. The system is coordinated by the Ontario Review Board, which is part of the Ministry of Health and Long-Term Care. The system includes 600 or more secure inpatient beds in 10 designated facilities across the province, as well as nurses, social workers, case workers, psychologists, psychiatrists, and court support workers. In addition to inpatients, the service supports and treats registered forensic outpatients. People in the forensic system are under the jurisdiction of the Ontario Review Board. There is only one centre with designated forensic beds in downtown Toronto.
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Our study will also compare the pathways of patients of European, African-Caribbean, and Other ethnoracial origin found NCR or unfit to stand trial by court. Among the population of Toronto, 53% are visible minorities, and 8.5% of the population are in the census category Black. 31 In Canada, 2% of the population are Black, but they make up at least 7% of the Federal prison population. 32 The AfricanCaribbean group is investigated because of the concerns that they may be overrepresented in prison and forensic mental health facilities. Europeans are considered as the reference group because they represent the most populous charter group of Canada. The Aboriginal population is 6 to 7 times more likely to be incarcerated than other groups. 33 However, in Toronto they make up only 0.5% of the population, hence accounting for a very small proportion of people seen in forensic mental health services.
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Method
Research Design
Our study collected information on the psychiatric history and pathways to care of patients who had been in a forensic mental health inpatient program for less than 1 year. The site was the only forensic program in Toronto. It serves a diverse population of more than 2.5 million people, providing court-ordered assessments and treatment under the jurisdiction of the Ontario Review Board.
Ethics and Consent. Our study was reviewed and approved by the local hospital's research ethics board. Written consent to take part in an interview and to access medical charts was required from all participants.
Inclusion Criteria and Consent. All patients who were admitted to, or were current inpatients of, either the minimum or medium secure forensic units for less than 1 year were eligible. The study ran from June 2009 to July 2010.
Data Collection. Data were collected through individual interviews with participants and through medical chart reviews.
Participants were asked to identify their ethnic identity from a list of 14 options, based on the methods used by the Toronto District School Board. 34 Because of small cell sizes in calculations and because most studies to date had compared patients who were Black to those who were White, we collapsed those who identified themselves as BlackAfrican, Black-North American, and Black-Caribbean into a group of patients of African-Caribbean origin, and those who identified themselves as White-European and WhiteNorth American into a group of patients of European origin. All other ethnoracial identities were combined to form an Other ethnoracial group of origin. This group consisted of people who identified themselves as Aboriginal, East Asian, South Asian, Southeast Asian, Latin American, and Middle Eastern. Two participants identified themselves as having a mixed background; they were included in the Other group.
Data to construct pathways maps were collected using the Encounter Form developed by the World Health Organization. 29 The Encounter Form interview takes the participant step by step through each of the caregivers seen, from point of admission to a secure forensic unit back to when they were in the community before committing their index offence. The Encounter Form has been used internationally and in different service contexts. 29, 30, 35, 36 Legal Information. The index offence, the total number of offences, and the date of index offence were gathered from medical charts. In cases where access to medical charts was not granted, participants were directly asked for this information during the interview. Index offences were categorized into 3 classes as described by the Toronto Mental Health Court 37 : class I (for example, theft under $5000 and fraud under $5000), class II (for example, utter threats and [or] threaten death, and break and enter), and class III charges (for example, aggravated assault and assault with a weapon). This classification of charges is used by court diversion programs when determining eligibility of people for court diversion. We coded each patient based on their most serious offence.
Clinical Diagnosis. DSM-IV-TR Axis I diagnosis was collected from medical charts from the RAI. This is the administrative dataset that is used by all inpatient clinical programs in Ontario to report to the Ministry of Health and Long-Term Care. The most recent RAI completed postadmission to a secure forensic unit was used to obtain the DSM-IV-TR Axis I diagnosis.
Data Analysis. Data were analyzed using SPSS, version 15.0 (SSPS Inc, Chicago, IL). Pathway to care maps were constructed for each participant. The individual pathway maps for the European, African-Caribbean, and Other ethnoracial groups were then merged to form 3 separate pathways to care maps that highlight key points in the pathway to forensic psychiatric care:
1. Pathway to index offence, which included caregivers seen in the year before the index offence occurred.
2. Pathway from index offence to NCR or unfit to stand trial finding.
3. Pathway from NCR or unfit to stand trial finding to admission to a secure forensic unit.
The per cent of people in each ethnoracial group that took each of the pathways to care were calculated and included in the map. The following categories of caregivers were included in each pathway maps: forensic psychiatric services, general psychiatric services (for example, acute or psychiatric hospital visits and community psychiatrists), jail-detention centre, and family doctor. For each of the pathway maps, the total number of caregivers and the time taken from the start to the end of the pathway was determined.
Results
A total of 84 patients were approached to participate in the study. Fifty patients (60.0%) provided their written consent to participate.
Ethnicity
Among the 50 participants, 47 provided self-ascribed ethnicity, 1 refused, and 2 only provided consent to review their medical charts. For these latter 3 participants, the interviewer assigned ethnicity. Among the total, 20 were of European origin, 15 were of African-Caribbean origin, and 15 were of Other origin.
Sociodemographic Characteristics
The mean age was 34.54 years (SD 10.07). The majority were male (80%), single (82%), had a high school or lower level of education (80%), and were unemployed (72%). Less than one-half (46%) were living alone, and 54% were living in independent housing before hospital admission. One-half of the sample was born outside of Canada.
The African-Caribbean and Other groups were significantly younger than the European group (t = 2.54, df = 33, P = 0.02 and t = 2.15, df = 33, P = 0.04, respectively) and were more likely to be born outside of Canada (c 2 = 7.778, df = 1, P = 0.005 and c 2 = 9.956, df = 1, P = 0.002, respectively) ( Table 1) .
Diagnosis
Schizophrenia and other nonaffective psychoses were the most common diagnoses, with 12 participants of European origin, 8 of African-Caribbean origin, and 11 of a European and African-Caribbean were significantly different at P < 0.05.
b European and other ethnicities samples were significantly different at P < 0.05.
c Percentages do not add up to 100.0%, owing to missing data for these variables.
Other origin having a psychotic diagnosis. There were no differences between the groups in diagnoses.
Index Offence
The African-Caribbean group showed a nonsignificant trend to a higher proportion of the most severe (that is, class III) index offences (c 2 = 2.159, df = 1, P = 0.14). Sixty per cent of the European group (n = 20) and the Other group (n = 15) had a class II offence. These groups also had similar proportions of people who committed a class III offence (35.0% and 40.0%, respectively). No one in the Other group committed a class I offence, compared with 5.0% of the European group (Table 2) . Figure 1 shows the caregivers seen by the patients in the year before they committed their index offence. Seventyfour per cent of patients committed their index offence after or while they were still in contact with a general psychiatric service. Only 13.9% had not been in contact with services in the year before committing their index offence, and 7% saw forensic psychiatric services in relation to separate charges before committing their index offence.
Pathways to Care
No differences were observed in the pathways to index offence by group. Eighty-four per cent of the European group (n = 19), 64% of the African-Caribbean group (n = 11), and 69% of the Other group (n = 13) committed their index offence after they were in contact with a general psychiatric service. The average number of caregivers seen by each of the groups was similar. The European group saw an average of 1.89 caregivers (SD 2.62), the African-Caribbean group saw an average of 2.00 caregivers (SD 2.05), and the Other group saw an average of 1.64 caregivers (SD 1.08).
Pathway From Index Offence to NCR or Unfit to Stand Trial Finding
The second pathway map plotted the caregivers visited after committing the index offence to the point of being found NCR or unfit to stand trial (Figure 2 ). There were 4 paths to an NCR or unfit to stand trial finding. Ten per cent went straight from the index offence to an NCR finding. All others went initially to general psychiatric services, forensic psychiatric services, or jail. Patients were diverted from general psychiatric services and jail, hence eventually 79% were seen by forensic psychiatric services and were then found NCR or unfit to stand trial. Similar proportions of people in the European group (n = 20), the African-Caribbean group (n = 13), and the Other group (n = 15) were seen by forensic psychiatric services after committing their index offence (45.0%, 38.5%, and 40.0%, respectively). The proportion of both the African-Caribbean group (46.2%) and the Other group (46.7%) who were sent to jail after committing their index offence was higher than those of European group (20.0%). However, this difference was not statistically significant (c 2 = 2.552, df = 1, P = 0.11). Once in jail, both the African-Caribbean and the Other groups were sent to psychiatric services, with the majority of the people in these groups having been found NCR or unfit to stand trial after visiting forensic psychiatric services (76.9% and 93.4%, respectively).
It took the African-Caribbean group an average of 7.85 months (SD 7.24) to be found NCR or unfit to stand trial, the European group 10.16 months (SD 8.88), and the Other group 10.00 months (SD 9.32). There was no significant difference between groups (African-Caribbean, compared with European) in time taken from index offence 
to NCR or unfit to stand trial finding (t = 0.777, df = 30, P = 0.44). The average number of caregivers seen in the pathway was similar across all 3 groups. The European group saw an average of 2.65 caregivers (SD 2.39), the African-Caribbean group 3.08 caregivers (SD 1.98), and the Other group 2.47 caregivers (SD 1.13). There was no significant difference between groups (African-Caribbean, compared with European) and the number of caregivers seen in the pathway (t = 0.535, df = 31, P = 0.6). Figure 3 is the proportion of people who take a particular pathway after being found NCR or unfit to stand trial by the courts (n = 32). There are 2 pathways to forensic units. The most common path was direct admission to a secure forensic unit. The second path involved being sent to jail before admission to a forensic unit. For instance, this could occur when a hospital bed was unavailable. A higher proportion of the African-Caribbean group (n = 8) took this path, compared with the European (n = 14) and the Other (n = 10) groups (25.0%, compared with 14.3% and 10.0%, respectively). This association was not statistically significant (c 2 = 0.393, df = 1, P = 0.53). It took an average of 1.54 months (SD 1.94) for the European group, 1.25 months (SD 3.20) for the African-Caribbean group, and 2.10 months (SD 4.07) for the Other group to reach a secure forensic treatment unit. There was no significant association between groups (African-Caribbean, compared with European) and time taken to reach a secure forensic unit (t = 0.259, df = 19, P = 0.8). 
Pathway From NCR or Unfit to Stand Trial Finding to Admission to Secure Forensic Unit
Discussion
Our study is the first to map out the pathways to forensic psychiatric care for European, African-Caribbean, and Other ethnoracial-origin groups in Canada. Owing to the paucity of literature in pathways to forensic psychiatric care, it is difficult to make comparisons to other studies. We found few differences in the pathways to care across the 3 groups. An important finding from our study is that most people in each group committed their index offence while seeing, or after being seen by, general psychiatric services. This finding suggests that improving general psychiatry services may decrease the number of people entering forensic mental health services. 4, 12 Our finding of about one-sixth of patients presenting to services for the first time via a forensic contact is in line with other studies finding that illness, if left untreated, may present with offending behaviour. 38 Farrell et al 39 found that minority ethnic groups were significantly less likely to seek help in the year before imprisonment; however, in our study, only a small percentage of the African-Caribbean group was not in contact with services before their index offence, and everyone in the Other group was in contact with health care services. After committing the index offence, we found that similar proportions of people from each group went to forensic psychiatric services and were found NCR or unfit to stand trial. The only observed difference was that people from the African-Caribbean and the Other groups were twice as likely as the European group to be remanded to jail after committing their index offence. It is possible that the severity of index offence may account for this difference. In our sample, 60% of the African-Caribbean group committed a class III offence, compared with only 35% of the European group. Class III offences are more severe in nature than class I or II offences, and they include offences causing serious bodily harm, involving firearms and sexual assault. People who commit these crimes may be less likely to be released on bail and may be kept in jail longer.
Though a higher proportion of people from the AfricanCaribbean and Other groups were sent to jail after their index offence, they were transferred to psychiatric services being found NCR or unfit to stand trial. This suggests that some people with mental illness in prison are being diverted to appropriate services to address their needs.
In our study, most people in the European, AfricanCaribbean, and Other groups were single, living on government assistance, and unemployed. However, only a small percentage of people in each group were homeless or living in a temporary shelter. Our study did not address factors that determine differences in the pathways to care between groups. Investigation of the socioenvironmental context would be required to understand the factors that influence pathways to forensic psychiatric care.
While our study offers an insight into the pathways to forensic psychiatric care across ethnoracial groups, it is not without its limitations. The first is the small sample size.
Although we observed differences across the 3 groups, we found no statistically significant results. This may have reflected a lack of power; however, it is equally possible that a larger sample would have found the same result. Our small sample size also meant that it was impossible to adjust for confounders. A second limitation is the use of oversimplified categories of ethnoracial groups. Because of small numbers, groups were collapsed into categories that were more reflective of race rather than ethnicity and the Other ethnoracial group sampled several different populations, including Middle Eastern, South Asian, Southeast Asian, East Asian, and Aboriginal. A third possible limitation is recall bias. As there are significant differences in age between people in the European group and those in the African-Caribbean and Other groups, it may be that there were differences in recall of pathways to care despite all those in the study having been inpatients for less than a year. Despite these deficiencies, we have presented our findings because our study is the first to provide a description of the pathways to forensic psychiatric services in Canada.
Conclusion
When describing the different pathways to forensic psychiatric care taken and the proportions of people who take different pathways, our findings suggest that general psychiatric services may play an important role in preventing future involvement with forensic psychiatric services. More research in pathways to forensic psychiatric care is required to determine if our findings are consistent with other forensic populations in Canada and internationally. Further investigation is also required to determine the factors that shape paths to care in the forensic populations.
